Dear Editor,
A 68 years old female patient applied to the General Surgery clinic with complaints of pain in the right lower quadrant and abdominal distention. Her vitals and blood tests revealed no abnormality. The contrasted abdominal tomography was interpreted as a soft tissue mass containing fat density with smooth margins, adjacent to the ileocecal valve and having a diameter of approximately 3 cm. In her surgery, the mass was excised by a 5 cm incision 5 cm distal to the cecal region on the wall adjacent to the mass. The incision was closed using a linear stapler.
Colonic lipoma was first defined in 1757 by Bauer et al. 1 . Lipomas are being tumors of mesenchymal origin. They are rarely observed in the gastrointestinal system. Although being rare, they are the most common type of non-epithelial benign tumors 2, 3 . The incidence has been reported as 15-4.4% 4 . Lipomas represent 5% of all gastrointestinal tumors and 10% of the benign gastrointestinal tumors [5] [6] . In the gastrointestinal system, 70% of the lipomas are located at the large bowel while other sites include the small bowel (25%) and stomach (5%) 7 . Frequently, 90% of the lipomas are submucosal and 10% are suberosal 8 . In terms of gender distribution, it has been reported that lipomas are more frequent in women and have a peak incidence in the fifth and sixth decades of life 5, 9 . A great majority of bowel lipomas are asymptomatic. It is generally accepted that submucosal lipomas having a diameter of 2 cm or greater are symptomatic 7, 8 .
The most common symptoms are abdominal pain (68%), intussusception (44%), hemorrhage (29%), vomiting (24%) and obstructive symptoms (18%). Rarely, the patients may apply with a complaint of extraction of a lump of hemorrhagic tissues due to self-amputation of the lesion 10 . Macroscopically, lipomas are wellcircumscribed masses in bright yellow color, covered with intact intestinal mucosa, having a diameter of 1-30 cm and made up of fat tissue. Widespread necrosis and haemorrhage and grey-green tissue colour can be observed in specimens belonging to the cases developing ischemia due to invagination and self-amputation.
Microscopically, lipomas are composed of mature adipocytes arranged in lobules surrounded by a fibrous capsule. In adipocytes, there is no evidence of atypia or malignancy. In the literature, cases having concomitant intestinal lipoma and adenocarcinoma have been reported 11 . Large lipomas or those causing complications should be removed surgically. From segmental colonic resection by laparotomy to enucleation of the lipoma by colonoscopy, many methods have been defined in the surgical treatment.
In surgery, lipomectomy together with colostomy, limited resection, segmental resection in case of invagination due to lipoma, infarct and necrosis or hemicolectomy should be performed. Wide resections should be avoided upon proper colonocopic and radiological evaluation.
Lipomas causing complications can be misdiagnosed as premalign lesions and carcinomas. These cases should be treated by surgery and findings during laparotomy should be taken into account while deciding on the surgery type. 
